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Background: Research has shown that computerized cognitive behavior therapy (cCBT), including internet-
delivered CBT), can be effective. However, less is known about clinicians' attitudes towards this mode of
treatment delivery. The aim of this study was to explore the attitudes of clinicians within child- and adolescent
psychiatry towards cCBT and to explore if attitudes differed depending on rurality or theoretical orientation.
Methods: A random sample of Swedish child- and adolescent mental health services was selected for a survey
study (N= 15). A total number of 156 surveys were collected.
Results: Results showed a generally low knowledge of cCBT. A majority of clinicians were positive to cCBT as a
prevention program (73%), and as treatment for mild to moderate problems (75%). More caution was reported
with regard to more severe mental health problems. Treatment orientation, but not rurality, had a signiﬁcant
effect on several ratings. Thematic analyses showed concerns regarding for example lack of human support
and the restricted usefulness of cCBT regarding age and complexity of symptoms. Perceived advantages were
for example increased availability and possibility of an alternative way of communication.
Conclusions: This study adds to the limited literature on attitudes towards cCBT. The emerging picture is of a
mainly positive attitude and prerequisites for dissemination are promising.© 2014 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
As technology evolves and the demands on health care increases,
different modes of treatment delivery have been developed, for exam-
ple internet-based treatment (Andersson, 2010). Computerized cogni-
tive behavior therapy (cCBT), including internet-based treatments, has
been shown to be effective for a range of disorders, for example anxiety
disorders and depression (Hedman et al., 2012). For children and ado-
lescents, research on cCBT is still limited (Richardson et al., 2010), but
results so far are promising (Khanna and Kendall, 2010; March et al.,
2009; Spence et al., 2011; Wuthrich et al., 2012; Merry et al., 2012;
Vigerland et al., 2013).
Studies on cCBT for adults and youth have mainly focused on treat-
ment outcomes, and knowledge about the attitudes of patients, research
participants, clinicians and the public towards cCBT is scarce. Some
studies have investigated the acceptability of treatment from patients'Psychiatry Research Centre,
452210, +46 735330956.
. This is an open access article underviews (Mohr et al., 2010; Wootton et al., 2011) and found cCBT to be
an acceptable treatment method that could overcome barriers like
time constraints. Two studies from theUnitedKingdomhave investigat-
ed clinicians' attitudes towards cCBT and found mainly positive atti-
tudes, although few clinicians actually used cCBT in their clinical
practice (Stallard et al., 2010; Whitﬁeld and Williams, 2004). Further-
more, clinicians expressed a wish to learn more about cCBT and receive
training before theywere to use them themselves. Cook et al. (2009), iden-
tiﬁed negative attitudes as one of the most common barriers to adopting
new treatments. This could for example be in the forms of doubts about
the new methods efﬁciency, lack of interest or that the new method is
not compatible with the clinician's values, education or style.
Wangberg et al. (2007) did a survey of Norwegian psychologists use
of email and text-messages within therapy and found that theoretical
approach correlated with their attitude towards these communication
methods. Speciﬁcally, a dynamic theoretical stance related negatively
to positive attitudes, and a positive attitude correlatedwith a higher de-
gree of usage in their ownwork. In Australia, Gun et al. (2011) explored
the acceptability of internet-based treatments for anxiety or depression
among health professionals and lay people. Internet-based treatmentthe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).
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and there was no signiﬁcant difference in the acceptability ratings be-
tween health professionals and lay people. In New Zealand, Fleming
andMerry (2013) investigated the attitudes of youth work service pro-
viders in focus groups and semi-structured interviews and found that
they were positive to using cCBT in their services.
In Sweden, there are several politicians and care-givers who are in-
terested in implementing cCBT for children and adolescents within reg-
ular health care. A successful dissemination of thismethod ismore likely
if the clinicians whowill work with or refer to cCBT are willing to do so.
It is also likely that clinicians, depending on their attitudes towards and
beliefs about cCBT, might introduce available programs differently and
thus affect the willingness of patients to try the method. Therefore, it
is important to investigate attitudes among clinicians before dissemi-
nating cCBT to children and adolescents. The results could affect how
dissemination is planned, for example regarding information and edu-
cation on cCBT.
To the best of our knowledge, this is the ﬁrst study of clinicians' atti-
tudes towards cCBT in Sweden, and one of the few focusing speciﬁcally
on cCBT for children and adolescents. As cCBT has been suggested as a
way to increase availability of evidence-based treatments, it is possible
that attitudes might be more positive in rural areas where problems
with geographical availability might be larger than in urban areas.
1.1. Aims
The aim of this studywas to examine the attitudes of clinicianswith-
in Child and AdolescentMental Health Services (CAMHS) towards cCBT
for children and adolescents. We also wanted to explore if attitudes dif-
fered depending on rurality or theoretical orientation.
2. Method
This study was an explorative survey study. Survey answers were
collected from 15 CAMHS across Sweden.
2.1. Participants
Participantswere 156 cliniciansworkingwithin 15 Swedish CAMHS,
including psychologists, social workers, physicians and nurses. Admin-
istrative staff was excluded from the study.
2.2. Procedure
To reﬂect urban as well as more rural counties in Sweden, a total of
21 counties were divided into ﬁve groups based on population density
(population per square kilometer), with group 1 representing the
most urban regions and group the most 5 rural regions (see Table 1).
Four CAMHS-units from the counties within each group were randomly
chosen using randomcomputer numbers. Theﬁrst threewere contacted
ﬁrst, and the fourth kept as a reserve unit.
The survey was conducted through visits at each of the 15 units that
had been selected in the randomization process and had agreed to par-
ticipate. The visits at the units took approximately 30min and consisted
of brief information about the study, participants conducting the survey,
and allotted time for participants to ask questions about or comment onTable 1
Min-Max population per square kilometer and number of CAMHS-units for each group.
Group Min Max Number of CAMHS-units
1(urban) 55.2 320.5 42
2 40.9 49.7 13
3 20.9 33.1 10
4 11.2 18.3 8
5 (rural) 2.6 9.9 13the study or cCBT (including conﬁdentiality and voluntary participa-
tion). The survey was administered and collected at all units except
one where the completed surveys were posted afterwards.
2.3. Drop out
A total of ﬁve units declined to participate because of lack of time or
interest. In group 1, two units declined which led to a new randomiza-
tion process. In total, 161 of the 207 clinicians (78%) who worked at
the units were present at the time of data collection. Of these, ﬁve
people chose not to participate. Stated reasonswere temporary employ-
ment (n = 1), lack of experience (n = 1) and no reason (n = 3).
2.4. Measures
A translated and adapted version of the questionnaire Clinicians’´
views about the use of computerized CBT with children and adolescents
(Stallard et al., 2010) was used in this study. The questionnaire was
translated by the authors, and seven questions regarding background
information and computer skills were added. In total, the Swedish ver-
sion consists of 18 items (see Online supplement 1). The questionnaire
covers knowledge and experience of cCBT, if the respondent could con-
sider using or referring to cCBT, in what settings cCBT could be accept-
able and general problems and advantages with cCBT. Background
questions included age, gender, computer competence, profession,
theoretical orientation (cognitive behavior therapy, psychodynamic
therapy, family oriented therapy or other), and own experience and
knowledge of cCBT. In a written introduction to the questionnaire, it
was explained that cCBT could include programs delivered over the In-
ternet or for example via a CD-ROM.
The questionnaire was pilot tested before data collection began and
10 CAMHS in Stockholm, were contacted for this purpose. Six of these
declined, three never answered and one offered to complete the ques-
tionnaire and send it by post (n = 9). The results from this single site
did not lead to any changes in the questionnaire. The pilot site data
were not included in the subsequent data collection.
2.5. Data analysis
A combination of qualitative and quantitative analyses was used in
the study. All statistical analyses were conducted with SPSS Statistics
21 or 22. Chi-square and Kruskal–Wallis were used to test differences
in responses between treatment orientations. Ordinal regression was
used to test the relationship between the degree of rurality and
response on ordinal variables.When signiﬁcant change in odds of giving
high or low ordinal responses was observed with increasing rurality,
estimated chances of reporting these ordinal values for each degree of
rurality were obtained from SPSS and reported. Thematic analysis was
performed to analyze the qualitative data in accordancewith the proce-
dure described in Braun and Clarke (2006) through the following ﬁve
phases: 1) Familiarizing yourself with your data; 2) Generating initial
codes; 3) Searching for themes; 4) Reviewing themes; and 5) Deﬁning
and naming themes. The material was manually coded and thematized
independently by the two of authors (FB, SH),who then compared and
agreed on the themes. Finally, the themeswere reviewed and compared
to the data by the other authors and an agreement was reached. The
prevalence of each theme is presented, referring to the number of
coded extracts within the theme.
If respondents chose the alternative “Other” in addition to a
predeﬁned alternative, only the predeﬁned alternative was retained in
the dataset. If respondents checked between two ordinal alternatives,
the highest alternative was entered into the dataset. Due to varying
levels of completion, the numbers and percentages reported are based
on completed items. Percentages are rounded up and may total above
100%.
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Sixty-eight per cent (n = 106) of participants completed all ques-
tions and 16% (n = 25) had only one missing item. The participants
with the greatest number of missing items had 26 missing items. No
item had more than 11 missing answers.
Demographics are presented in Table 2. A largemajority of 86% (n=
133) reported havingnoprior experience of cCBT and only 19% reported
that they had ‘quite a lot’ or ‘a lot’ of knowledge about cCBT content,
how cCBT is used or research supporting cCBT. Fifty-nine clinicians
(38%) reported ‘CBT’ as their treatment orientation. Thirty-six partici-
pants (23%) reported ‘Other’, while thirty-three (22%) and twenty-
seven (17%) participants, respectively, reported family-oriented
treatment or psychodynamic treatment as their treatment orientation.
Online supplement 2 includes the answers to all items of the question-
naire, for the whole sample and by treatment orientation together with
the results of appropriate statistical tests when comparing the theoret-
ical orientations with each other.
3.1. Potential use of CCBT
A majority of clinicians reported that cCBT could be helpful ‘a lot’ or
‘quite a lot’ as a prevention program (72%) or as an intervention formild
tomoderate problems (74%). See Fig. 1.When taking treatment orienta-
tion into account, clinicians who identiﬁed themselves as working
mainly with CBT were more positive towards the helpfulness of cCBT
for mild to moderate, x2(2) = 26.73, p b .000, and severe problems,
x2(2) = 16.754, p b .000, as well as to prevention, x2(2) = 6.95, p =
.031, when compared to clinicians working with PDT or family therapy.
There was no signiﬁcant effect of rurality.
Forty-two per-cent (n = 64) reported that cCBT would yield lower
results compared to face-to-face CBT, and 33% thought results wouldTable 2
Demographics.
N = 156 N (%)
Group
1 40 (26)
2 35 (22)
3 25 (16)
4 30 (19)
5 26 (17)
Female 120 (77)
Age
16–25 2 (1)
26–35 37 (24)
36–45 40 (26)
46–55 42 (27)
56–65 33 (21)
66–75 2 (1)
Computer experience
A lot 44 (28)
Quite a lot 98 (64)
A little 13 (8)
Very little 0 (0)
None 0 (0)
Occupation
Psychologist 62 (40)
Social worker 49 (31)
M.D 16 (10)
Nurse 22 (14)
Mental health worker 4 (3)
Other 3 (2)
Treatment orientation
Psychodynamic 27 (17)
CBT 59 (38)
Family-oriented 33 (22)
Other 36 (23)be comparable. No one thought cCBT would show better results than
face-to-face CBT. Clinicians workingmainly with CBT were signiﬁcantly
more likely to report that cCBT would be comparable to face-to-face
CBT, x2(6) = 24.73, p N .000. An increase in rurality was associated
with a decrease in the perceived effectiveness of cCBT compared to
face-to-face CBT, with an odds ratio of 0.77, Wald x2(1) = 4.471, p =
.034 (observed [and estimated] proportions answering ‘Worse’ or
‘Much worse’ for groups of increasing rurality; 66% [47%]; 30% [55%];
57% [61%]; 83% [67%]; 64% [73%]).
Fifty per-cent of the clinicians reported that they would use cCBT
themselves and an additional 30% that they could consider it. A majority
answered that theywould refer a patient to a colleague or special unit for
cCBT (65%, n=101 and 57%, n=86, respectively). Less than 10% report-
ed that theywould not bewilling to use cCBT in any of theseways. There
was a signiﬁcant difference in the proportion willing to use cCBT them-
selves between the different treatment orientations, with CBT-oriented
clinicians being more likely to report willingness to use x2(4) = 23.30,
p b .000. There was no signiﬁcant effect of rurality.
3.2. Availability of cCBT
Amajority of participants agreed that cCBT should be availablewith-
in primary care (66%, n=102) and in CAMHS (77%, n= 117). Opinions
differed onwhether or not cCBT should be available in schools (Yes 28%
[n= 43];Maybe 36% [n= 55]; No 37% [n= 41]) and freely online (Yes
18% [n = 27]; Maybe 30% [n = 45]; No 40% [n = 60]). A signiﬁcantly
higher proportion of CBT-clinicians reported that cCBT should be avail-
able within child and adolescent psychiatry x2(6) = 22.53, p b .001.
There was no signiﬁcant effect of rurality.
In terms of support, 67% (n = 103) did not believe cCBT should
be available without any professional support. Forty-four per-cent
(n = 69) answered that professional support from someone with
competence within psychiatry should be provided with cCBT,
while only 15% (n = 23) did not think this was necessary. Twenty-
eight per-cent thought support from a health-care professional should
be required. There was no signiﬁcant effect of treatment orientation
or rurality.
3.3. Concerns
In total, 27% indicated that they had some concerns about cCBT.
About a third (30%, n = 46) said they might have concerns and 44%
(n = 67) said they had no concerns. When asked to rate potential
concerns or problems, some issues were more prominent, as they
were indicated as causing a great deal of problems by more than 40%
of participants (See Fig. 2). These were ‘Risk of dropping out’ and ‘Not
completing all sessions’, ‘Lack of therapist contact’, ‘No therapeutic alli-
ance’, and that a standardized treatment programwould not be tailored
to suit the individual.
More than ﬁfty per cent believed that computer competency would
not be a problem at all and that an unsuccessful cCBT would ruin the
possibility of other successful treatments. There were no signiﬁcant
effects of theoretical orientation on ratings of concern, except for ques-
tions regarding lack of therapist contact and therapeutic alliance, and
that it might sabotage other treatments if cCBTwould not be successful.
CBT-clinicians were less likely to rate this as a large concern. There was
no signiﬁcant effect of rurality.
3.4. Advantages
The majority (74%, n = 116) believed that there were advantages
with cCBT, 23% (n = 36) were unsure about advantages and only 1%
(n = 2) saw no advantages at all.
When asked to rate potential advantages, more than 40% ratedmost
items as a great advantage. Only regarding ‘Solution to lack of CBT ther-
apists’, ‘Preferredmedia to other forms of self-help’ and ‘Less dependent
A lot
Quite a lot
A little
Very little
Not at all
Fig. 1. Ratings on potential of cCBT to help children and adolescents (% of responses).
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great advantage. There was no item where more than 30% thought
that the claim would not be an advantage at all (see Fig. 3). There was
a signiﬁcant effect of theoretical orientation on about half of the ratings
of potential advantages, with CBT-clinicians being more likely to en-
dorse items as being advantages. However, for advantages regarding
CBT being easily adapted to cCBT, reducing stigma, easier to share per-
sonal information, offering treatment earlier, computers being a pre-
ferred media and making it easier to revise, there was no signiﬁcant
effect of treatment orientation. An increase in rurality was associated
with an increase in the odds of reporting ‘Increased availability in
rural areas’ as being ‘Very much’ of an advantage, with an odds ratio
of 1.33, Wald x2(1) = 5.038, p = .025 (observed [and estimated] pro-
portions answering ‘Very much’ for groups of increasing rurality; 51%
[56%]; 71% [63%]; 80% [69%]; 59% [75%]; 84% [80%]). Increase in rurality
was also associatedwith an increase in the odds of reporting ‘Earlier ac-
cess to treatment as being ‘Very much’ of an advantage, odds ratio of
1.29, Wald x2(1) = 4.727, p = .030 (37% [50%]; 79% [56%]; 61% [63%];
63% [69%]; 72% [74%]).0
10
20
30
40
50
60
70
80
Fig. 2. Ratings of concerns abo3.5. Thematic analyses
3.5.1. Concerns
Five themeswere coded in the thematic analysis regarding concerns.
See Table 3 for an overview and examples. The ﬁrst theme, “Human
support” (n = 45), means that cCBT should not be available without
professional support; someone needs to motivate, give feedback and
answer questions. It also has two subthemes, the ﬁrst, “Reduced clinical
information” (n= 8), points out that not seeing the child, adolescent or
family means relying on less information on which to base your clinical
judgment, and that treatment progressmight be harder tomonitor than
in a traditional face-to-face setting. The second sub-theme, “The
therapeutic meeting” (n = 7), reﬂects that cCBT cannot provide the
important aspects of treatment that occur speciﬁcally through the en-
counter of another person. The second theme, “Not suitable for every-
one” (n = 39), reﬂects the opinion that cCBT is more suitable for
easier, well-deﬁned problems and that the degree of suitability depends
on age, type of problem, severity and prerequisites in the family, such as
parent and child skills and capacities. The third theme, “Toomuch focusA great deal
A little
Not at all
Unsure
ut cCBT (% of responses).
010
20
30
40
50
60
70
80
90
A great deal
A little
Not at all
Unsure
Fig. 3. Ratings of perceived advantages with cCBT (% of responses).
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the individual at the expense of contextual factors and family factors.
3.5.2. Advantages
In the thematic analysis regarding advantages, six themes were
coded. See Table 4 for an overview and examples. The ﬁrst theme, “In-
creased availability” (n= 89), means that cCBT can reachmore patients
and at an earlier stage, be used whenever and wherever and that it
makes it easier for individuals who have to travel long distances or for
other reasons have difﬁculties getting to a CAMHS. The second theme,
“Appealing medium” (n = 40), reﬂects that many children and adoles-
cents have a lot of computer experience and might prefer communicat-
ing and accessing information through a computer. The third theme,
“Advantages with self-help” (n = 22), means that the availability of
cCBT could strengthen self-esteem, increase awareness of the problems,
reduce stigma and increase children's and adolescents' conﬁdence in
their own ability. The fourth theme, “Complement” (n = 21), means
that cCBT could be integrated in face-to-face CBT to support and en-
hance the structure and focus of the treatment, support follow-up, and
improve the quality of regular CBT. The ﬁfth theme, “Alternative way
of communicating” (n= 17), reﬂects that cCBT might be an alternative
for those who, for different reasons, have difﬁculties communicating
face-to-face. Also, children and adolescents might be able to be more
honest when not talking face-to-face. The last theme, “Effective form
of treatment” (n = 5), reﬂects that cCBT could be a cost- and time efﬁ-
cient way of treating patients.
4. Discussion
The aim of this study was to explore CAMHS clinicians' attitudes,
knowledge and beliefs about cCBT for children and adolescents. The re-
sults showed that the majority of participants did not have any experi-
ences of working with cCBT. Clinicians reported little or no knowledge
of the content of existing programs, how they are used or research
supporting cCBT. Amajority of clinicians believed that cCBT for children
and adolescents would be effective as a prevention program as well as
formild tomoderate problems. Fewer reported that it would be suitable
for more severe problems. About half would consider using cCBT them-
selves and a few more would be willing to refer patients to a colleague
or specialist unit for cCBT. Most agreed, however, that treatment should
not be offered freely online, but should be linked to a CAMHSunit or pri-
mary care. Clinicians also agreed that cCBT is not better than to face-to-
face cCBT, but possibly equivalent. Just over a quarter reported concerns
with the method, compared to three-quarters reporting perceived
advantages.Treatment orientation had a signiﬁcant effect on ratings of helpful-
ness of CBT, with CBT-clinicians being more positive to cCBT overall.
This group was also signiﬁcantly more likely to rate cCBT as being as ef-
fective as face-to-face treatment, and endorsing advantageswith regard
to lack of CBT-therapists and increased availability. They were also less
likely to report ‘Lack of therapist contact’ and ‘Lack of therapeutic alli-
ance’ as being a problem. Rurality had a signiﬁcant effect on only
three variables; advantages of cCBT with regard to being able to offer
earlier treatment and increased availability in rural areas, and perceived
effectiveness of cCBT compared to face-to-face CBT. Considering the
small amount of signiﬁcant effects and the large number of analyses, it
is not unreasonable to believe that the signiﬁcant results might be due
to chance.
As in Stallard et al. (2010) and Gun et al. (2011), themajority of par-
ticipants had a positive attitude towards the use of cCBT as a prevention
program or for mild to moderate problems, but were more reluctant
with regard to severe problems. The results are also consistent in the
negative attitude towards cCBT being available freely on the Internet.
However, participants in the present study had more differing opinions
regarding whether cCBT should be available without professional sup-
port and in schools.
Since the questionnaire used in the present study is an adaptation of
the one used in Stallard et al. (2010), the results from the thematic anal-
ysis regarding concerns and advantages can be compared.
Stallard et al. (2010) found four themes in terms of concerns; ‘Limit-
ed potential’, ‘Riskmanagement’, ‘Support and understanding’ and ‘Lack
of therapeutic relationship’, with the sub-theme ‘Social isolation’. These
themes are largely consistent with the themes found in this study, even
though they have been named differently. However, two themes differ;
Swedish clinicians do not seem concerned about the theme ‘Support
and understanding’; that youth will not understand, and might not re-
ceive enough support to understand, the theoretical concepts of CBT,
found in Stallard et al. (2010). Furthermore, clinicians in the present
study were expressed concern that cCBT would focus on the individual
at the expense of system.
Themes regarding perceived advantages with cCBT are, to a certain
degree, consistent between the present study and Stallard et al.
(2010). They found the themes ‘Ease of access’, ‘Preferred medium for
children and adolescents’ and ‘Reduced stigma’ which are comparable
with themes in the present study; ‘Increased availability’, ‘Appealing
medium’ and ‘Advantages with self-help’. The themes ‘Complement’
and ‘Alternative way of communication’ in the present study overlaps
to some extent with the themes ‘Supplementing/replacing face-to-face
contact’ and ‘Increased engagement’ in Stallard et al. (2010). In addition,
Stallard et al. (2010) found a theme which they termed as ‘Useful for
Table 3
Themes in clinicians' concerns with cCBT.
Theme Examples
1. Too much focus on the individual “Risk for too much individualizing and forgetting the context the child is in”
“Too much focus on the individual having problems. No holistic perspective of family/network/school”
“Parents are an incredibly important part of children's treatment which mustn't be forgotten in cCBT”
2. Not suitable for everyone “Well-suited for light problems among well-functioning children and families. Not for more severe problems”
“cCBT can probably not replace all other treatment. It should be a form of treatment that can be used when suitable
and not otherwise. Evidence is needed to determine what treatment is suitable.”
“It depends on age, severity, motivation and other skills/deﬁcits. I don't think it works for everyone”
3. Human support “They have to be able to contact an identiﬁed person for questions and support”
“Children need support and should not be left alone with this”
“There must be a responsible therapist involved”
i. Subtheme: reduced clinical information “Harder to assess mood, hard to feel secure as responsible therapist if a don't see the patient regularly.”
“There is a risk that mood deteriorates during treatment and that it is not as easily discovered in cCBT”
ii. Subtheme: The therapeutic meeting “My opinion is that the alliance is very important for treatment”
“I think that contact with another person is an important part in being helped, regardless of what your problems are”
“Many young people spend too much time in front of the computer and need to practice how to express their thoughts
and feelings together with another person”
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in this study but which overlaps with the theme regarding ‘Not suitable
for everyone’, identiﬁed under concerns. The differences in identiﬁed
themes could be due to the fact that participants in the present
study solely consisted of clinicians working in child and adolescent psy-
chiatry, unlike in Stallard et al. where clinicians came from different
settings.
Most participants had no knowledge or experience of cCBT. In-
creased knowledge of recent research ﬁndings, for example that comor-
bidity can be effectively addressed in cCBT for depression (Johansson
et al., 2012), or that ratings of therapeutic alliance in cCBT are similar
to ratings in face-to-face therapy (Anderson et al., 2012), might further
increase the positive ratings for cCBT. In accordance with Cook et al.
(2009), who stated that methods not compatible with the clinician's
values, education or style could be an obstructive attitude towards
new treatments, a larger proportion of clinicians with CBT-orientation
thought cCBTwould be effective and could consider using it themselves.
To our knowledge, this is the ﬁrst study exploring the attitudes of
CAMHS clinicians towards cCBT where participants have been selected
through stratiﬁed randomization of CAMHS centers across the country.
In Sweden, although research on cCBT is extensive, there are, to our
knowledge no research on attitudes or knowledge regarding this sub-
ject among Swedish clinicians. Also, we have a high rate of responders,
since the present study was conducted out in the CAMHS units, which
increases generalizability.Table 4
Themes in perceived advantages with CCBT.
Theme Examples
1. Increased availability “Access to CBT treatment regardless of whe
“Accessible. Treatment could more easily be
“As a ﬁrst step in severe cases, a way to reac
2. Effective form of treatment “Reduced time spent on visits”
“Cost-effective, time-saving”
3. Complement “Good to keep working on homework in be
“As an extension/enhancement of existing c
“Good with structure that is foreseeable for
4. Appealing medium “Many children and adolescents are accusto
“Text, images, availability, program/audioﬁl
“Programs/app:s could be made interactive
5. Alternative way of communication “Computer-based information could facilita
“Maybe it is easier to talk about hard things
“Easier to be honest in writing”
6. Advantages with self-help “Gain knowledge about your disorder. Tools
“I think a program like that could strengthe
“less shameful than going to CAMHS”4.1. Limitations
This study has several limitations. The sample size was small and al-
though CAMHS from different parts of Sweden are represented, the rel-
atively small number of participating centers means the results should
be interpreted with some caution. The group classiﬁcation, based on
population density, was arbitrary and there might be other meaningful
ways to divide CAMHS units into groups. As previously mentioned, the
large number of analyses on effects of treatment orientation and rurality
give makes it possible that the signiﬁcant results on a few items might
be due to chance. Thus, the signiﬁcant ﬁndings should be interpreted
with caution.
In Sweden, CAMHS units work with themost severe cases of mental
health and might not come into contact with children with mild prob-
lems of for example anxiety and depression. This has probably affected
the answers. Future research should also include professionals from
schools and primary health care services in order to get a more com-
plete picture of the prerequisites for dissemination. Another limitation
is that the questionnaire systematically asked about interventions for
children and adolescents. It would be more meaningful to separate the
questions regarding to the age, for example 7–12 years and 13–
17 years. Furthermore, the questionnaire uses the term ‘cCBT’, while in-
ternet-delivered CBT probably is more well known in Sweden. It might
be that participantswere confused by the usage of ‘cCBT’, even though it
was explained in the introduction to the questionnaire that ‘ICBT’ wasre you live”
started, less resistance”
h the child/adolescent at home”
tween sessions. Good during ﬁnal phase and as relapse prevention”
are”
children and adolescents – including goals”
med to “talking” through a computer”
es can be used”
and motivate patients/children more”
te for many with communication problems”
when you are not sitting face-to-face”
to cope. Increased control.”
n the child's/adolescent's self-esteem by being able to cope with and affect their mood”
117S. Vigerland et al. / Internet Interventions 1 (2014) 111–117included in ‘cCBT’ and that this has affected their answers. Also, the
questionnaire was not back translated to English, which could raise
questions about the comparability between the original and the trans-
lated version.
One unit was not able to participate as planned and completed their
questionnaires without the brief information that the other units were
given. They then sent in their completed questionnaires by mail. This
is, however, unlikely to have affected the responses in any signiﬁcant
way.
4.2. Conclusions
This study adds to the limited literature on attitudes towards and ac-
ceptability of cCBT. The emerging picture is of amainly positive attitude,
particularly towards prevention and treatment of mild to moderate
problems. There seems to be differences in attitude and acceptability
depending on treatment orientation, but no clear effect of rurality
could be seen. Perceived advantages regarding computers as an appeal-
ing medium for children and adolescents, and concerns regarding the
lack of human contact seem to be recurrent in the literature. Overall,
prerequisites for dissemination are promising. Future research should
include professionals in other settings, for example schools and primary
health care, potential patients and should also include more detailed
questions about factors that could inﬂuence attitudes, for example
type of disorder and age of the youth. These questions could be impor-
tant to investigate before considering a wider dissemination of cCBT.
Supplementary data to this article can be found online at http://dx.
doi.org/10.1016/j.invent.2014.06.002.
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